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Methods: The relevant laws and decrees, academic articles, legal or administrative claims, and the positions
published by the institutions representing physicians or by groups of gynecologists were analyzed. Results: In
general, the institutions positioned themselves in favor of correct application of conscientious objection and the
immense majority of gynecologists followed this conduct. Small groups mounted a strong opposition and in one
department (province) all gynecologists declared themselves to be objectors. Conclusion: Most gynecologists,
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impede the provision of care to thewomenwho needed the service, some groupmembers being genuine objectors
and others pseudo-objectors.
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Uruguay1. Introduction
In October 2012, the Voluntary Termination of Pregnancy (VTP) Law
18.987 was approved in Uruguay, allowing abortion on demand up to
12 weeks of pregnancy or up to 14 weeks in the case of rape. Most
importantly, Article 11 of Law 18.987 acknowledges the right of
gynecologists to conscientious objection. Prior to that time, it was not
usual to claim conscientious objection in cases of termination of
pregnancy for the causes that had been included as non-prosecutable
in the previous law. Consequently, legal recognition of the right to
conscientious objection unleashed a heated and hitherto unknown
debate and provided an opportunity for some groups to raise obstacles
to the implementation of the law.
To give a better understanding of the present situation, it is a useful
exercise to review the historic evolution of the relevant law in Uruguay,
which is different from that of other countries in the region. Uruguay
has been historically a secular country. Almost a century ago, in 1917,
the Catholic Church was formally separated from the State, as part of a
secularization process that gave rise to a secular nation, with a secular
public education system.Universidad de la República,
behalf of International Federation ofFrom 1938, abortion was governed by a restrictive legal framework
in which the procedure was illegal and penalized. The legislative Act
9.763 deﬁned abortion as a criminal offense that could be pardoned
under certain circumstances: when the pregnancy was the outcome of
a rape, for the family’s honor, economic desperation, or risk to the
woman’s life (Act 9.763, 1938) [1].
Since the end of the last century and, above all, the beginning of this
century, the high rate of mortality caused by illegal, unsafe abortion
moved civil society and groups of gynecologists to react. They sought on
one hand to liberalize the law, and to ﬁnd alternative solutions without
waiting for changes in the legislation on the other hand. This solution,
which proved to be very effective, was the so-called “risk and harm
reduction” strategy, which is described in detail in this Supplement [2].
So effectivewas this strategy in reducing abortion-inducedmaternal
mortality that, on July 10, 2008, the Law Defending the Right to Sexual
and Reproductive Health (SRH) was approved, upholding the risk and
harm reduction strategy, based on conﬁdentiality and counseling before
and after an inpatient abortion. SRH teams were formed around
the country [3].
This process culminated in October 2012 with enactment of the
Voluntary Termination of Pregnancy (VTP) Law 18.987 in Uruguay. As
noted earlier, this Article 11 of this law acknowledges the right of
gynecologists and health personnel to conscientious objection [4].
On November 22, 2012, the decree regulating application of the VTP
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happens before and after abortion and excluding non-medical
personnel) and also guarantees (in Article 12) the woman’s personal
autonomy and the health team’s “non-inﬂuence” on her decision [5].
In a reaction to the law and decree described above, a number of
political groups formed a committee and succeeded in obtaining the
number of signatures required to undertake a nationwide consultation
that could subsequently authorize a referendum that could eventually
cause the law liberalizing abortion to be revoked. A referendum is called
only if 25% ormore of the population come to vote at the consultation to
indicate that they are in favor of a referendum.
This national consultation to authorize a referendum to revoke the
VTP law took place on June 23, 2013. Only 8.9% of the population turned
up to vote, far below the 25% required to call a referendum. Faced with
this result, the committee in question and the various political parties
accepted this result as indicating a high level of public support for the
law. Accordingly, the debate on the VTP law was considered closed,
and the law became a permanent part of Uruguay’s legislation.
Enactment of the VTP law was, however, not obstacle-free. The
purpose of the present article is to analyze the different ways that
Uruguayan gynecologists acted when faced with the possibility of
claiming conscientious objection, and to what extent such objection
could become an obstacle to practical implementation of access to
lawful abortion in Uruguay.
2. Materials and methods
The relevant laws and decrees were reviewed, namely the Law
Defending the Right to Sexual and Reproductive Health 2008
(Law 18.426), the law concerning the Voluntary Termination of
Pregnancy (Law 18.987), and the Decree developing Regulations for
Law 18.987 of November 22, 2012).
Similarly reviewed were the positions of institutions representing
physicians and, in particular, the varied reactions of the gynecologists
empowered to apply the law.
Among the institutions that stated their respective positions in pub-
lic written declarations were the Uruguayan Society of Gynecology
(SGU), following a position statement by the Latin American Federation
of Societies of Gynecology and Obstetrics (FLASOG), the Academic
Bioethics Unit and the Gynecology Clinic A at the University of the
Republic’s School of Medicine, the Uruguayan Medical Council, and
the non-governmental organization (NGO) Iniciativas Sanitarias. The
gynecologists’ positions were evaluated from their academic papers,
public statements, and legal and administrative actions, notably the
claim before the Administrative Court and its outcome, the ﬁnal
decision of the Administrative Court.
3. Results
The SGU conﬁned itself to endorsing the recommendations regard-
ing conscientious objection given by the FLASOG Committee for Sexual
and Reproductive Rights. Among other considerations, the FLASOG
Committee recommends “Informing, building awareness and training
health professionals and service users on the implications that conscien-
tious objection has for people’s rights” and “Including regulation of
conscientious objection in health institutions’ internal bylaws, while
assuring provision of sexual and reproductive health services to the
people who ask for them” [6]. The SGU did not deﬁne a position,
however, with respect to misuse of this resource.
In response to this debate, the School of Medicine’s Academic
Bioethics Unit published an article clarifying lawful conscientious
objection and what makes it different from deliberate deﬁance of the
law through civil disobedience, closing with the statement that: “On the
basis of what has been said, conscientious objection should be
distinguished from civil disobedience, which is an attempt to undermine
women’s independently taken decisions through lobbying by groups thatseek to exert a heteronomous [i.e. externally imposed] power on individ-
ual moral consciences” [7].
The School of Medicine’s Gynecology Clinic A (Gine-A) is one of
three training clinics for physicians and gynecologists in Uruguay. It de-
ﬁned and expressed its position by publishing academic articles and
taking part in the public debate. This position defended women’s inde-
pendence and, at the same time, the right to conscientious objection,
deﬁning the limits and unmasking pseudo-objector positions. In addi-
tion, it contributed to guaranteeingpractical deployment of the abortion
decriminalization initiative in Uruguay by boosting the SRH teams [8].
Iniciativas Sanitarias Contra el Aborto en Condiciones de Riesgo
(Health Initiatives against Abortion in Risk Conditions) is an NGO
formed by professionals who created and implemented the risk and
harm reduction model in Uruguay. Its most signiﬁcant activity in this
area was the organization of a High Level Panel “to continue progress
in women’s health on the basis of professional values and upholding
users’ rights and personal autonomy.” The panel’s members included
prominent academic specialists in bioethics such as Professor Bernard
Dickens of the University of Toronto, among others. Its goal was to
discuss and clarify the true meaning of conscientious objection.
One of the panel’s most important conclusions was that when the
professional who is being asked to terminate a pregnancy is a conscien-
tious objector, this professional has the obligation to refer the patient to
an appropriate non-objecting practitioner, which resolves the problem
of conﬂict of interest. Referral for consultation on options by itself
does not implicate any involvement by the objecting professional in
any process that may result. In addition, “In emergency situations,
when the patient’s life or her mental and physical health or the means
of preserving this health is in danger, if the professional is an objector
and cannot refer the patient to someone who is not an objector, such
medical professional must give priority to the patient’s life, health and
wellbeing, carrying out the procedures that are necessary” [9].
TheMedical Council has clariﬁed the concept of conscientious objec-
tion and its limits in several statements. It clearly establishes that if
“someone is considering not complying with a legal obligation, such
person must accept the obligation to give a rational explanation to
society for this omission that is sufﬁciently well-grounded to justify
the corresponding absence of a punitive societal response” and it also
afﬁrms “the importance of differentiating a well-reasoned conscien-
tious objection from the objection that invokes reasons unrelated with
the deﬁnition given to it” [10].
The reaction of gynecologists to the right to claim conscientious ob-
jection was mixed. Initially, healthcare facilities did not request written
declarations, in spite of the regulations having a form designed for this
purpose, due in part to the negative reaction to the possibility of a
declaration being obligatory. The actual procedure was reduced to
conscientious objectors notifying their objection to the department
heads in each center.
The gynecologists who had proposed and applied the risk and harm
reduction strategy, whomake up themajority of gynecologists, working
mainly in Montevideo, accepted the possibility of colleagues claiming
conscientious objection without this interfering with the care given
to women requesting a VTP, but never to use this resource to avoid
providing care.
A smaller percentage of gynecologists claimed conscientious objec-
tion. On June 16, 2013, at a press conference, the Uruguayan Ministry
of Health (MPH) presented a preliminary overview of the application
of VTP, at which it estimated that 30% of the gynecologists declared
themselves to be conscientious objectors, although it is difﬁcult to
substantiate this data.
The largest group of gynecologists claiming conscientious objection
worked in the country’s hinterland (outside of Montevideo), which
has 50% of the national population (about 3.5 million). This caused
problems for certain inland departments (states) where conscientious
objection wasmore or less generalized. For instance, in the department
of Salto (400 km from Montevideo), all the gynecologists claimed
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against the law and its application.
In August 2014, a claim was ﬁled at the Administrative Court by 18
gynecologists, mostly from Salto, together with a number of faculty
from the School of Medicine. This claim argued that the regulatory
decree is contrary to law, that conscientious objection should be
extended to all health personnel, that it should encompass the entire pro-
cess, including the pre- and postabortion period, and that there should be
no restriction on the possibility of inﬂuencing women’s decisions.
This group of gynecologists achieved its goal in part. On August 11,
2015, the Administrative Court published its judgment, accepting appli-
cation of conscientious objection to the procedure immediately prior to
abortion and to the abortion itself, but not to the postabortion period.
The judgment excludes any entitlement to conscientious objection for
administrative and medical personnel not directly involved in an abor-
tion. It declares null and void Article 12 of the VTP law, which prevented
physicians from inﬂuencing a woman’s decision, among other less
substantial modiﬁcations concerning periods and terms [11].
However, within the concept of conscientious objection, there are
various degrees andnuances.Many gynecologistswho subscribe to con-
scientious objection are really objecting to the practice of intrauterine
aspiration, not the use of drugs for medical abortion. The vast majority
of VTPs currently carried out in Uruguay are self-administered medical
abortions done at home, as described in another article in this Supple-
ment [12]. It is also very common for objecting doctors to object to
VTP of healthy fetuses, but notwhen there are deformities and pregnan-
cies are terminated for medical reasons [13].
All of this shows that although the great majority of Uruguayan
women have access to legal, safe abortion, groups of gynecologists
have used conscientious objection to raise obstacles against this right.
4. Discussion
Coverage for legal, safe VTP services is universal throughout the health
system, in spite of the occasionally abusive use of conscientious objection.
Coverage is guaranteed, not without difﬁculties in some regions, such as
where all gynecologists claim conscientious objection (Salto). Solutions
are being implemented, such as bringing professionals from other
locations and, although these approaches are not perfect, at the time of
writing they have been sufﬁcient to ensure provision of this service.
The attitude and behavior of the gynecologists in Salto is exceptional,
and helps to distinguish between different ways of understanding and
using conscientious objection when interacting with women requesting
VTP. Upon reviewing the reactions of Uruguayan gynecologists during
the ﬁrst months and years after liberalization of the abortion law, they
can roughly be divided into four groups, depending on how they under-
stand and use conscientious objection. The ﬁrst division is between
those “with a loyalty to duty” and “without a loyalty to duty,” “loyalty
to duty” beingdeﬁned as the primary obligation to complywith the eth-
ical duty to give treatment to the person who seeks it, above all other
considerations. The vast majority of Uruguayan gynecologists showed
a “loyalty to duty,” distinguishing in this category between non-
objectors and objectors. There is a smaller group of colleagues “without
loyalty to duty,” who give greater precedence to their objection (or
pseudo-objection) than to their ethical duty to give treatment to those
who seek it. This group is divided in turn into true objectors and
pseudo-objectors, who use conscientious objection to decline to pro-
vide VTP for reasons of personal expediency, without really having
any conscience-based constraints.
Our perception of the features of these four groups is described
below, with the understanding that it is a proposed classiﬁcation,
which is necessarily approximate, but which perhaps might be
applicable to other contexts outside of Uruguay.
1. Gynecologists with loyalty to duty: non-objectors
This group, for themost part, consists of the same gynecologists who,in the period prior to reform of the law, worked in the risk and harm
reduction model. The decriminalization of VTP found a critical mass
of professionals who, on the grounds of defending rights and bioeth-
ics (upholding women’s personal autonomy, medical secrecy, and
conﬁdentiality), had implemented the pre- and postabortion care
model. Application of this model played a signiﬁcant role in reducing
maternalmortality caused by unsafe abortions, and also consolidated
a group of professionalswith close ties to the School ofMedicinewho
subsequently facilitated application of the new legal framework [2].
2. Gynecologists with loyalty to duty: objectors
These are included in the estimated 30% of conscientious objectors,
but do not comprise all objectors. These gynecologists view conscien-
tious objection from a legitimate bioethical perspective. At no time
do they block application of the VTP law, nor are they opposed to pa-
tients’ rights to VTP. They protect their conscience at the same time
as they make sure that women receive treatment.
3. Gynecologists without loyalty to duty: objectors
This minority group, linked to religious groups, puts members’
concepts before enacted laws and women’s needs. Although the
conscientious objection is honest and sincere in itself, by using this
procedure to impede access to VTP, a right that is now embodied in
the law, they adopt unethical attitudes that violate rights and reduce
women’s empowerment.
4. Gynecologists without loyalty to duty: pseudo-objectors
This even smaller group has no real or honest conscientious objection,
but seeks to block application of the VTP law for reasons of expediency,
including their political or other interests. Its members raise a false ob-
jection, in that it is not truly founded on conscience, but fortunately
they are conﬁned to a very small group of gynecologists in Uruguay.
The successful implementation of the VTP law in Uruguay, with a dra-
matic reduction in abortion-relatedmaternal deaths, is to the credit of the
ﬁrst two groups of gynecologists, “with loyalty to duty,” irrespective of
whether or not they are objectors. Groups 3 and 4have used legal and ad-
ministrative appeals as a formof political opposition to theVTP law.How-
ever, although they have achieved media exposure, this has had no
signiﬁcant repercussion at a practical level. One exception mentioned
above is in the department of Salto, where all the gynecologists have de-
clared themselves to be conscientious objectors and have hampered pro-
vision of VTP services, at least until the time of writing this article.
The administrative appeal ﬁled by 18 gynecologists from groups 3
and 4 described above led to a number of changes in the VTP law,
some of them expected by the claimants and others not. Basically, the
judgment in the appeal adjusted some provisions of the VTP law. It stip-
ulated that conscientious objection can be claimed by professionals only
during the period immediately before an abortion and for performance
of the abortion itself, but neither at the earlier start of the process, nor
during the postabortion period. The request that other staff (e.g. admin-
istrative staff) could claim conscientious objection was turned down.
The suppression of Article 12, which prohibited inﬂuencing a woman’s
decision to seek her VTP, has little practical signiﬁcance, because
physicians must abide by the Code of Medical Ethics, sanctioned by
Law No. 19.286, of September 25, 2014, Art. 3 of which states that “it
is the physician’s duty, as a health professional… a) To respect the life,
dignity, personal autonomy (italics added) and freedom of each human
being…b) To not use professional practice to manipulate people for
reasons of personal values” [14].
On the other hand, according to theAdministrative Court’s judgment
in response to the action brought by opponents of the VTP law, it is now
compulsory that conscientious objection be presented by a written
declaration. These opponents had refused to accept any type of written
declaration or regulation, arguing that “conscience cannot be regulated,”
so confusing “conscience” with the act of “claiming conscientious
objection.” From now, however, institutions providing abortion services
must observe strict compliance with these formalities requiring creation
of registers of objectors. These will enable such institutions to know
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So far, this change has not been implemented.
To date, no partial conscientious objection options have been
deﬁned, whether regarding objection to the method used—aspiration
or medication—or regarding an indication for VTP, such as rape or fetal
deformity, as discussed above. There are probably as many variants of
conscientious objection as there are objectors, which is to be expected
from an inspiration that is as individual as conscience. Precisely for
this reason, the possibility of the so-called partial conscientious
objection should be accepted. Although provided for in the initial form
of conscientious objection, however, this has never yet been applied.
It would also be necessary to establish some additional procedure or
authority to verify the honesty and authenticity of objection claimed on
grounds of conscience, to avoid abuses and “false objections” designed
to evade the legal framework of duties owed to those who seek care,
only for convenience or other interests. Determiningwhether a conscien-
tious objection is genuine implies assessing the following points, which
would indicate whether the declaration of conscientious objection is
sincere: (1) the necessary absence of any political intent; (2) respect
for other people’s rights; and (3) honesty and consistency, particularly
that the objector’s previous conduct does not, without explanation
(such as religious conversion), contradict the objection now asserted.
Moreover, the conscientious objection must be independent of VTP
claimants’ socioeconomic status (the ethical principle of justice)
and of where the gynecologist works (for example, different objection
between work in public and private healthcare facilities).
The authority carrying out this validation of the integrity of claims to
conscientious objection should be the Medical Council and its Ethics
Committee; that is, a neutral body that is vested with maintaining
societal trust in the proper functioning of the medical profession, with
particular statutory jurisdiction over personal and professional ethics.
Despite all the progress that has been made, our country is still a long
way from achieving this.
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